Few case reports of spinal subarachnoid hematoma (SSH) after spinal anesthesia have been published. The incidence of SSH is much lower than that of epidural hematoma. 1) Most cases of SSH clinically manifest with lower-extremity neurological deficits. Their prognosis has been reported to be variable, and no general agreement exists regarding the management of SSH. Several risk factors have been postulated.
We experienced a case of SSH that developed after spinal anesthesia in a female patient who had no risk factors. Unlike previous cases, signs of meningeal irritation were her first clinical manifestation. Her diagnosis was delayed because the symptoms were vague, but the SSH was successfully managed by surgical hematoma evacuation.
Case Report
A 56-year-old female patient underwent arthroscopic surgery on her right knee under spinal anesthesia at our hospital. On the preoperative physical exam, there were no specific findings, and preoperative laboratory findings related to blood coagulation were all within the normal limits (Table 1) .
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She had no previous medical history and did not take any anti-platelet drugs or anticoagulants. The dural puncture was was performed on day 5 and a large subarachnoid hematoma was found. It was about 16.1 cm in length, was spread widely along nearly the entire cauda equina from L2 to L5, and had a heterogenous signal (hypointense in T2-weighted images and hyperintense in T1-weighted images) (Fig. 1) . It was suspected to be an SSH. We immediately performed surgical hematoma evacuation. Wide laminectomy was performed from L3 to L4.
The dorsal surface of the dura mater looked reddish, but was not especially tense. Aspiration was performed, and bloody CSF was drained (Fig. 2) . A midline durotomy was performed, and clotted hematoma masses were found among the nerve fibers of the cauda equina. They were adherent to the nerve fibers, so removal of the hematoma by suction was impossible. All the masses were removed one by one. Her low back and buttock pain improved immediately, and all symptoms disappeared in a week without any neurological sequelae. Postoperative MRI was performed on day 12, and the hematoma had been completely removed (Fig. 3) . The clinical manifestation is usually delayed until 2-4 days after the trigger event.
5) The usual pattern involves sudden back pain that radiates to the buttock and lower extremities. The grade of neurological deficits has a wide spectrum, ranging from simple radicular pain to cauda equina syndrome. 2, 3, 6, 7) One-third of patients with SSH have cerebral symptoms or signs of meningeal irritation, such as headache, vomiting, nuchal rigidity, and opisthotonos, in addition to acute back pain.
2) Our patient showed back pain, headache, nausea, and vomiting starting on the second day after surgery. We thought that those symptoms were routine side effects of the analgesics that were included in PCA; however, the patient began to show signs of meningeal irritation starting on the fifth day after surgery.
Spinal MRI is the diagnostic test of choice, and epidural hematoma is the main differential diagnosis of SSH. Epidural hematoma has been described as a homogeneous lesion that is most frequently located posterior to the dural sac at the lumbar spinal level. In contrast, SSH shows heterogeneous signal intensities, because the hematoma is older than epidural hematomas due to the delayed onset of symptoms after the trigger event. 8) No study has analyzed the functional outcomes of SSH depending on the treatment modality. In a meta-analysis 
